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Introduction

Scarring is an intricate consequence of the physiological 
wound healing process that unfolds within the depths of the 
dermis. Healing cascade consists of three distinct phases i.e., in-
flammation, proliferation, and remodeling. After getting wound-
ed, platelet degranulation occurs leading to cascade of events, 
which in turn lead to 1) formation of fibrin clot, which act as 
scaffold for growth of Extracellular Matrix, (ECM) 2) release and 
activation of cytokines & growth factors. These cytokines and 
growth factors act as chemotactic agent for macrophages, fi-
broblasts and neutrophils. Fibroblasts are responsible for for-
mation of extracellular matrix, which in turn help in bridging of 
wound. Once wound get bridged excessive of ECM is degraded.

Abnormalities in scarring occur when there is a disruption in 
ECM protein deposition and degradation. Accumulation of ECM 
is enhanced by the fibro genic factors like TGF-B1 and 2 which 
are released from the inflammatory cells within the scar tissue. 
Degradation is impaired because of reduced levels of TGF B3 
and MMP-9 [1]. Excessive scar formation is predisposed by the 
type of immune response and the severity of inflammation. 
Th-1 predominance attenuate fibrosis whereas Th-2 response 
promote fibrogenesis2 [2,3]. Compared to hypertrophic scars 
Keloids appear to be a more sustained and aggressive fibrotic 
disorder. It represent an imbalance between the anabolic and 
catabolic phasses [4]. 

A keloid can be described as an excessive development of 
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dense and fibrous tissue that occurs during the healing process 
of a skin injury. This tissue growth extends beyond the confines 
of the initial wound site, if discernible. Unlike normal scars, ke-
loids do not diminish naturally over time and often return after 
being surgically removed [5].

Keloids on the earlobe typically occur following ear piercing 
and, although not very common, they always lead to noticeable 
cosmetic and social consequences for patients. Solely relying on 
surgical treatment can result in recurrence rates as high as 80% 
[6].

Case report

An 18-year-old girl came to the department of ENT, AIIMS 
Patna, with bilateral ear lobe keloids after getting ear pierced 
9 years back. She had already taken a course of intralesional 
steroids of 6 doses but didn’t have much of an improvement 
(Figures 1,2,3). 

She was taken up for excision of the keloid under local an-
esthesia. Incision was made around the keloid along the pinna. 
The scar tissue was completely dissected out from the skin flap 
and removed in-toto. The bed was checked for any residual scar 
tissue and vascularity of the flap was ensured. The edges were 
undermined and advanced to perform tension-free closure in 
two layers (Figures 4,5).

The scar tissue was sent for histopathological examination. 
Regular wound dressing were done and sutures were removed 
on post-operative day 7. The patient was then given injection 

Figures 1,2,3: Showing preoperative images.

Figures 4,5: One week post operative pictures.

Triamcinolone acetonide (30 mg/mL) & hyaluronidase in 1:1 
ratio every week. The patient received a total of 6 doses over 
2 months. Also local application of ointment Kenacort was 
advised to her in whole course of treatment. She was also ad-
vised to use cold compression. Follow up was done on every 3 
months. The patient had a completely healthy scar and there 
was no evidence of recurrence of keloid till 18 months of exci-
sion (Figures 6,7). 

Figure 6: 3 months post operative picture.

Figure 7: 18th month post operative picture.
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Discussion

While keloid scars may manifest across all age groups, they 
exhibit a notably elevated occurrence during the second and 
third decades of an individual’s life. Injuries sustained by young 
adults appear to elicit more pronounced keloid formations in 
comparison to their elderly counterparts [7,8]. Keloid scars en-
compass not only a physical and cosmetic impediment but also 
entail psychological and sociological ramifications, thus exacer-
bating the detriment to patients’ overall well-being. These scars 
can induce substantial discomfort, persistent pruritus, limited 
range of motion, and scar contracture [9,10].

Current preventive and treatment approaches encompass 
pressure therapy, the use of silicone gel sheets, administration 
of intralesional triamcinolone acetonide, cryotherapy, radiation 
therapy, laser treatments, surgical excision, and proponents 
endorse their concurrent utilization [11]. Surgical excision of 
excess scar tissue creates a condition akin to a recent wound, 
facilitating the early application of adjunctive conservative ther-
apies aimed at mitigating the development of renewed exces-
sive scarring [12]. Surgical removal of the keloid may result in an 
elongated scar compared to the initial one, and the likelihood of 
keloid recurrence in this newly traumatized region could poten-
tially result in the formation of a larger keloid. Surgery without 
any adjuvant therapies can result in recurrence rates as high 
as 80% [13-15]. Our method of delayed intralesional steroids 
following surgery has also been further supported by a similar 
trial by Donkor et al [16]. Thus by debulking of keloids by intra-
lesional excision followed by serial injections of Triamcinolone 
acetonide & its local application as adjuvant therapy has proved 
to be an effective & promising method of management of ear 
lobe keloids.

Conclusion

Although management of keloid has always been a therapeu-
tic dilemma, unavailability of extensive & advance treatment 
options like cryotherapy, radiation, bleomycin or interferon in-
jections and laser treatment in rural areas has made its manage-
ment more difficult. Management of keloid scar can sometimes 
prove to be a nightmare even for plastic surgeons as well as 
dermatologists. But with proper education of patient along with 
surgical excision and adjuvant therapy of intralesional and local 
application of triamcinolone and cold compresses can prove to 
be an effective therapy in management and prevention of re-
currence of keloid in centres with limited resources.
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